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ABSTRACT 
BACKGROUND; Previous studies have suggested that the patient’s experience of the 
consultation with a doctor is not affected by the presence of medical students. 
However, no study has looked at the effect of students being present at conventional 
UK general practice consultations. 
 
AIMS ; To measure quality of the consultation experienced by the patient when 
students are present;  to explore patients’ attitudes to the presence of medical students, 
and to look at the relationships between these factors. 
 
DESIGN;  Cross-sectional questionnaire study.  
 
SETTING: General Practices in the North East of England 
 
METHODS; GPs from practices teaching fourth and final year students administered 
questionnaires to patients seen in both teaching and non-teaching consultations. The 
questionnaire comprised previously validated measures of empathy and enablement as 
measures of quality, attitudinal statements regarding the presence of students, a scale 
rating how well the patient knows the doctor, and demographic data.  
 
RESULTS; Results showed no significant differences in enablement scores between 
the two groups. Consultations with a student present last longer. Empathy scores were 
significantly lower in the ‘student present’ group, but the size of the difference was 
small. Attitudinal statements regarding the presence of students showed a high 
proportion of positive responses, and some groupings of negative ones. Further 
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analysis demonstrated some significant links between attitudinal statements and 
enablement and empathy scores.  
 
CONCLUSIONS; Quality of general practice consultations was not adversely 
affected by medical students’ presence. However,  significant numbers of patients 
who agreed to be seen with a student present were resistant to their presence. 
 
KEYWORDS; consultation, empathy, enablement, teaching, medical students 
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OVERVIEW 
What is already known on this subject 
• Studies have shown that patients receive equal care when medical 
students are present 
• Patients are generally positive about the presence of students.  
 
What this study adds 
• This study demonstrates no loss of quality of care, as perceived by 
patients, when students are present in ‘normal’ consultations 
• Patients are generally positive about the presence of students 
• An important minority of patients who agree to the presence of a 
student are resistant to their presence 
 
Suggestions for further research 
• Detailed qualitative investigation of the reasons for patients’ apparent 
resistance to medical students’ presence 
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INTRODUCTION 
   There is an increasing trend towards teaching medical students in primary care, in 
the UK principally in General Practice. Inevitably, the introduction of a third party 
into the consultation will influence the relationship between doctor and patient, and 
previous authors have expressed concern about the possible impact of the student on 
the quality of care experienced by the patient. (1). However, a number of qualitative 
studies within general practice have shown that patients are generally positive about 
being involved with student teaching, and have also suggested that patients may 
experience equal, if not better, care as a result of students being present (2,3). This has 
also been demonstrated in other settings (4). Some general themes that emerge from 
this research are evidence of patients’ altruism about participating, more time being 
spent with them in teaching consultations, and being given more explanation and 
information.  
   In a recent UK study, Benson and colleagues (5) investigated patients’ enablement 
and satisfaction after participating in dedicated 20 minute teaching consultations in 
which students were involved, to varying degrees, in history taking and examination. 
Their findings showed that enablement and satisfaction experienced by the patient 
were not impaired by the participation of students. Qualitative data showed that 
patients generally supported the teaching of student doctors in the practice, but that 
this was conditional on receiving sufficient information about the context and the 
nature of the students’ involvement. 
   To our knowledge, no studies have looked at the effect that the presence of the 
student ‘sitting in’ in a ‘normal’ GP consultation may have on the perceived quality of 
the care experienced by the patient. By ‘normal’, we mean GP surgeries in which the 
consultation time remains at normal length, generally between 5 and 10 minutes. By 
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sitting in’ we mean students being present as an observer, with the consultation being 
conducted by the GP.  In reality, we know from considerable experience of organizing 
these placements that GPs sometimes block off the occasional consultation slot in 
order to ‘catch-up’, usually one or two per surgery. However, these are otherwise 
normally-timed surgeries.    
   At the time of our study students at Newcastle University Medical School undertook 
a four week full time attachment to general practice in their final (5th) year. In 
addition a number of students chose to undertake a seven week general practice 
student selected component in their fourth year. In both of these, at the beginning of 
the attachment, the student is ‘sitting in’ in the surgery observing the consultations 
and participating to a varying degree.  
   We looked at the effect of a student’s presence on two measures of quality of care. 
The first, ‘enablement’, refers to the degree to which a patient is helped to understand 
the nature of their problems and manage their own illness (6). The second quality 
marker ‘empathy’, explores to what extent, in the perception of the patient, the doctor 
is able to communicate an understanding of the patient’s world and to act on that 
understanding in a therapeutic way (8). We also wanted to explore patients’ attitudes 
to the presence of medical students, and the possible relationships between these 
factors. 
 
 
 
METHODS 
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  We constructed a questionnaire which comprised the following: the Patient 
Enablement Instrument (PEI) (7), a previously validated instrument which measures 
enablement by asking patients to what extent the consultation made them feel more 
able to cope with life, understand and cope with their illness, keep themselves healthy, 
be confident about their health and help themselves; and the Care and Relational 
Empathy measure (CARE) (9), also previously validated, that measures empathy. The 
PEI contains six questions, each capturing responses via an ordinal scale, with a total 
score range of 0 to 12. The CARE measure has ten questions each scored on an 
ordinal scale from ‘poor’ to ‘excellent’. The score range is 10-50. Higher scores on 
each indicate higher levels of enablement and/or empathy.  
   In addition to these two measures, the questionnaire asked the patient to what extent 
they knew their doctor well, (ordinal scale of 1 to 5), with higher scores indicating 
they know the doctor well, and the length of the consultation (the latter completed by 
the GP). . These measures have recently been combined to produce the Consultation 
Quality Index 2 (CQI-2) as a validated measure of quality of holistic interpersonal 
care in general practice consultations (12). Demographic data including age, gender, 
and educational qualifications was also recorded. Finally, the questionnaire asked for 
responses to six attitudinal statements regarding the presence of medical students 
using a 4 point ordinal scale from ‘strongly agree’ to ‘strongly disagree’. These were 
derived from a questionnaire used in a previous study (3). Responses were scored 
from 1 to 4, higher values indicating a more positive view of the presence of a student 
at the consultation. We saw this as being useful in eliciting some possible reasons as 
to why, or why not, patients may experience empathy and enablement during a 
consultation with a student present, for example, feeling that they were given more 
time, or that they learnt more about their problem. 
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   Between April 2004 and June 2005 we approached all practices undertaking the  
teaching described above inviting their participation. We required that each 
participating GP collect questionnaire responses from patients both when students 
were present and when they were not. A power calculation indicated that a total 
sample size of around 5,400 consultations – divided equally between those with and 
without a student present – would yield a 90% power of detecting a between-group 
difference in mean enablement of 0.3, at a significance level of p = 0.05.  To permit 
enablement scores of individual doctors to be estimated to a reasonable degree of 
precision, it was planned that each doctor should record 50 consultations with a 
student present, and 50 without. We therefore aimed to recruit 54 GP teachers. 
   Practices were asked to describe the study to patients when making appointments, in 
order to give them as much opportunity to make an informed choice as possible. On 
arrival at the surgery for their appointment, and at the time of making their 
appointment if doing so in person, they were given a letter from the authors detailing 
the nature of the study, and emphasizing that their participation in the study was 
voluntary. Patients were selected from consecutive consultations, each patient being 
asked to take part. 
   The GP recorded the consultation start and finish time and gave the questionnaire to 
the patient at the end of the consultation. All returned questionnaires were sealed 
immediately in order to maximize confidentiality. 
   Testing of between-group differences in enablement, empathy and consultation 
length was performed via Mann-Whitney tests.  Comparability of the two groups was 
assessed via chi-square tests (for gender, employment status and ‘knowing the 
doctor’) and a Mann-Whitney test (for age).  Relationships between different 
attitudinal statements, and between attitudinal statements and enablement / empathy 
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scores, were investigated via rank correlation and multiple regression.  Factor analysis 
was used to further investigate conceptual affinities among the attitudinal statements. 
   Ethical approval was given in full by Scotland MREC on 14th April 2004. 
 
 RESULTS 
    35 GPs participated, from a total of 60 who were approached. From them we 
received 2558 questionnaires. From this number of GPs we would have hoped for 
3500 returned questionnaires. Eight questionnaires could not be reliably assigned to a 
group (student present or absent) and were excluded from analysis. Of the 2550 
questionnaires available for analysis, 1351 featured a student present while the 
remaining 1199 did not involve a student.   Most participating GPs had been unable to 
obtain the specified complement of 50 consultations with a student present and 50 
without a student present. The per-GP numbers were in many cases insufficient to 
permit analysis of each individual doctor’s consultations; therefore all analyses were 
performed on the data en masse, ie ‘student present’ group vs. ‘student not present’. 
    Firstly we compared patient groups attending consultations with and without 
students present. Table 1 shows that the two groups were similar in the important 
areas of age, gender, employment status and how well they know their doctor. 
  Table 2 shows summary values for enablement  (PEI), consultation length  and 
empathy (CARE) for the two groups.(Mann Whitney Test). Consultations with 
students present last significantly longer than those without. However, enablement 
appears similar for the two groups, although the p value does approach significance.  
Although there is a statistically significant difference between the two groups in 
perceived empathy, given that there is only one unit difference in a scoring that ranges 
from 10 to 50, this difference is unlikely to have any practical significance.  
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  The rank correlation (Spearman’s) of CARE scores with PEI scores is 0.28 (p < 
0.001).  This is fully consistent with results from previous studies (10). This is 
reassuring, suggesting that there is nothing abnormal or atypical about scores 
collected in the present study. 
  Analysis of the responses to attitudinal statements regarding the presence of medical 
students is shown in Table 3 ( note these responses are only from patients attending a 
consultation with a student present). 
   Associations among responses to the attitudinal statements were assessed via rank 
correlation (Spearman’s). Each response to the attitudinal statements was compared to 
the response to each of the others. The following very highly significant associations 
were observed. 
 ‘I learnt more about my problem because a student was present’ and ‘I was given 
more time to talk about my problem because a student was present’ (p < 0.001, r = 
0.54) 
‘I prefer to see my doctor on my own’, ‘I left without saying what I wanted to say’, 
and ‘I found it difficult to refuse to see the student’ (p values all <0.001, r values 
between 0.44 and 0.73) 
  We looked at whether the attitudinal statements could be reduced to a smaller 
number of higher level constructs, using factor analysis. A three factor solution was 
found to account for 77.6% of the total variance in responses to the attitudinal 
statements. These were labelled as follows: 
• ‘Inhibition and resistance’. This factor was linked to the attitudinal statements 
‘I prefer to see my doctor on my own’, ‘I left without saying what I wanted to 
say’, and ‘I found it difficult to refuse to see the student’ 
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• ‘Information and perceived time’. This factor was linked to the attitudinal 
statements  ‘I learnt more about my problem because a student was present’ 
and ‘I was given more time to talk about my problem because a student was 
present’ 
• ‘Perceived importance of patients in medical education’. This was linked to 
the statement ‘I feel patients have an important role to play in the teaching of 
medical students’.  
Although this factor structure is hardly surprising, it is interesting to see from the 
above two broad themes of resistance to the presence of students and perception of 
benefit. (see Table 4 ). 
   Regression models were constructed to assess whether enablement and empathy 
scores were significantly predicted by responses to the attitudinal statements, after 
adjustment for age; gender; employment status; and the patient’s degree of 
acquaintance with the doctor.  For these analyses, the attitudinal responses were 
dichotomised at the ‘best’ response vs. the other (less favourable) response options.  
Parameter estimates for the effect of each attitudinal statement on both outcomes (i.e. 
enablement and empathy) are given in Table 5.  It was found that learning more about 
one’s problem was a highly significant predictor (p < 0.01) of both enablement and 
empathy, while strong agreement with the statement relating to the importance of 
patients in training medical students was a highly significant predictor (p < 0.01) of 
empathy. 
 
 
 
DISCUSSION 
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Summary of main findings 
   Our findings would appear to show that the presence of medical students sitting in 
observing the consultation does not appear to adversely affect the quality of the 
‘normal’ GP consultation as experienced by the patient. Although there was a 
statistically significant reduction in empathy, and a difference approaching 
significance for enablement, these differences are small and unlikely to be of practical 
importance. 
   The two groups (‘student present’ and ‘student not present’) were similar in age, 
gender, employment and how well they knew their doctor (Table 1). Perhaps this 
suggests the possibility that the population of patients agreeing to be seen with a 
student present is not different from that which is not seen with a student present, and 
that there is no loss of continuity as a result of the presence of a student.  
   The length of consultation with a student present is significantly longer. This is no 
surprise, and may be of direct relevance to the issue of improved knowledge. This is 
because there will be numerous opportunities for discussion, questioning and 
explanation with the student.  
   The results from the attitudinal statements would appear to support these inferences, 
demonstrating largely positive attitudes to the presence of students, and significant 
relationships between attitudes, particularly between being given more time and 
learning more about their problem.  
   However, even within this group with an apparently positive attitude towards the 
presence of students there appears to be an important minority who are more negative 
about student involvement. Approximately a fifth of patients who agreed to be seen 
with a student present would have actually preferred to see their doctor alone.  It is 
interesting to note the results of our correlation analysis suggesting a relationship 
 13 
between perceived difficulties in refusing to see the student, leaving without saying 
what they wanted to say, and preferring to see the doctor on their own. These findings 
raise the question to what extent patients feel coerced into being seen with a student 
present, and what factors are at play. A further possible explanation is that they are 
ambivalent about being seen with a student present, and therefore are perhaps more 
willing than these results suggest. This is a topic worthy of further study. Previous 
authors have suggested that an important factor in this is the nature of the patient’s 
problem (3). 
   There is a significant though modest relationship between both empathy and 
enablement measures and positive responses to attitudinal statements. This is 
particularly the case for ‘learning more about my problem’. Looking at the factor 
analysis results, this links with the two broad themes of resistance to the presence of a 
student and perception of benefit (more information and/ or more time). 
   In conclusion therefore there appears to be no detrimental effect from the presence 
of medical students sitting in on ’normal’ GP surgery consultations. This appears to 
be mainly because patients have a perceived benefit in terms of increased time and/ or 
increased knowledge. However a significant minority of patients have negative 
attitudes to the presence of students. 
 
Comparison with existing literature 
    Benson and colleagues (2005) conducted a study looking at both qualitative and 
quantitative aspects of this question, although using far fewer consultations (240). Our 
data supports Benson’s findings (5) that patients are positive towards the presence of 
students, with certain provisos, notably receiving adequate information about the 
students and the teaching, and retaining a sense of control over their presence.  
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   A possible caveat to this interpretation is that patients, despite being informed of the 
confidential nature of their responses, may give a more generous response than that 
which represents what they actually think (11). However, other qualitative studies 
have shown that patients in other settings are generally positive about this role, and 
that they perceive benefits in two main areas, altruistic feelings experienced and 
personal gain, (2,5) in the form of improved knowledge and self-esteem. It is highly 
relevant that patients apparently perceive no loss of continuity, given Benson’s 
findings that this was a concern for patients when seeing students (5). 
 
Strengths and limitations of study 
   The main strength of the study is the large numbers of patients involved. However, 
it would have been preferable to have been able to analyse results with student present 
and not present for each individual GP, as described in the text. This would have 
made it possible to analyse the data at an individual level, effectively using each GP 
as his or her own control. The reasons for this we believe are that students rapidly 
move from observing consultations to conducting consultations themselves.  
  Due to a flaw in the data collection procedure, it proved not to be possible in all 
cases to reliably assign the data from an individual consultation to a specific doctor.  
In other words, it could not be determined with certainty that the patient consulted Dr 
A rather than Dr. B, Dr. C etc within the practice. For this reason, data could only 
safely be analysed at the individual practice level, although it is fully accepted that 
analysis within a multilevel structure would be more appropriate 
  On reflection, we should have clarified, at the time of the consultation, how close to 
a normal surgery each particular surgery was in length. 
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   It should be emphasised that the attitudinal statements were only presented to those 
patients who had agreed to be seen with a student present. It would have been 
interesting to compare these results with attitudes of patients who refused to have a 
student present. 
 
 
Implications for future research 
   We believe these to be important findings, particularly when considering their 
relevance in the context of increasing teaching within general practice.  Of particular 
importance is the number of negative responses to the presence of medical students 
amongst a group of patients who have agreed for student to be present.  
    In our view, main questions are ‘within a general context of support from patients 
for being involved in teaching, how do we make it easier for those patients who do 
not actually wish to see a student to decline?, and ‘how do we minimise the potential 
for such a consultation to be disadvantageous’? We believe further research of a 
qualitative nature is required to address these questions 
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Appendix 
 
Table 1; comparison of patients attending with student present or not present 
 Student present Student not 
present 
P value 
Average age (SD)     50.5 (19.1)    50.2 (19.0)           0.64 * 
Proportion female 
(%) 
    59.2    61.0           0.36 ** 
‘Know the doctor’ 
well (% of patients 
scoring 4 or 5) 
    66.5    66.0           0.78 ** 
 employed 
(percentage of 
patients) 
     44.2    45.7            0.47 ** 
*Mann –Whitney test 
** Chi-squared test 
 
 
Table 2; summary values for enablement, consultation length and empathy 
measure student present [SP] group 
n = 1,351 
no student [NS] group 
n = 1,199 
P value 
PEI (enablement) score  
(mean / SD) 
4.3 (3.9) 4.6 (3.9) 0.06 * 
Consultation length, 
minutes 
(mean / SD) 
10.9 (6.0) 9.4 (4.8) < 0.01 * 
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CARE (empathy) score 
(mean/SD) 
                42.7 (8.0)                 43.7 (7.2) < 0.01 * 
* Mann – Whitney test 
 
Table 3; Responses to attitudinal statements (patients attending with students 
present). 
Attitudinal statement    Percentage of patients who agree/ 
strongly agree (n=1351) 
‘I learnt more about my problem because 
the doctor was teaching the student’ 
               
                             72 
‘I was given more time to talk about my 
problem because the student was present’ 
 
                             58.8 
‘I prefer to see my doctor on my own’                              20.8 
‘I left without saying what I wanted to say 
because the student was present’ 
 
                              6.6 
‘I found it difficult to refuse to see the 
student’ 
 
                              9.3 
‘I feel patients have an important role to 
play in teaching medical students’ 
 
                             93.6 
 
Table 4; Factor loadings of responses to attitudinal statements 
 
                                      Factor Pattern 
 
   Questionnaire item                                      Factor1         Factor2         Factor3 
 
Learned more about problem                          0.12115         0.87717        -0.04291 
Given more time to talk                                 -0.00482         0.87919        -0.08159 
Prefer to see GP alone                                     0.73199         0.09329        -0.09821 
Left without saying what was wanted             0.83572        -0.15707        -0.18830 
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Difficult to refuse to see student                     0.86301        -0.08536        -0.16612 
Patients important in teaching students           0.41799         0.08282         0.90294 
 
 
 
 
Table 5; Relationships between attitudinal responses and enablement/ empathy 
statement PEI (enablement) 
Parameter estimate / p 
CARE (empathy) 
Parameter estimate / p 
1. ‘I learnt more about my 
problem because the 
doctor was teaching the 
student’ 
1.99 / < 0.01 3.21 / < 0.01 
2. ‘I was given more time 
to talk about my problem 
because the student was 
present’ 
1.08 / 0.05 -0.41 / 0.69 
3. ‘I prefer see my doctor 
on my own’ 
0.24 / 0.58 -0.07 / 0.93 
4. ‘I left without saying 
what I wanted to say 
because the student was 
present’ 
0.27 / 0.54 1.24 / 0.15 
5. ‘I found it difficult to 
refuse to see the student’  
0.33 / 0.46 1.52 / 0.08 
6. ‘I feel patients have  an 0.33 / 0.30 2.91 / < 0.01 
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important role to play in 
teaching  medical 
students’ 
 
 
 
 
 
